This paper describes the evaluation of an adoption strategy for the school-based healthy diet programme Krachtvoer. Health promotion (HP) professionals from five Regional Public Health Services (RPHSs) in The Netherlands were asked to recruit a total of 25 schools to adopt the Krachtvoer programme in accordance with this strategy. Afterwards, they were interviewed about their adherence to and subjective evaluation of the strategy. The adoption rate of the programme was calculated and 10 adopting and 9 rejecting teachers were interviewed about the reasons for their decision. The HP professionals' adherence to the strategy was good, as well as their appreciation and the perceived feasibility of the strategy. The personto-person approach that characterized this strategy was considered important. The strategy led to an adoption rate of 53.2%. On average, adopters mentioned 4.4 reasons and rejecters mentioned 5.4 reasons for their decision. Most reasons were school related and programme related and in case of the adopters also teacher related. The diversity of reasons revealed the complexity of teachers' decision making. Although there is some room for improvement of the adoption strategy and the programme itself, especially socio-political conditions in schools and in RPHSs need change for a further increase in programme adoption.
Introduction
Krachtvoer is a Dutch school-based healthy diet programme aimed at increasing the intake of fruit, promoting daily consumption of a healthy breakfast and lowering the consumption of high-fat snacks [1] . The programme was specifically developed for 12-to 14-year-old students of lower vocational schools, which have a relatively large proportion of students from lower socio-economic backgrounds. These students tend to have less healthy dietary habits and be more overweight than their peers with a higher socio-economic position (SEP), leading to a higher risk of developing chronic diseases like diabetes and cancer [2, 3] .
The Krachtvoer programme comprises eight classroom lessons, given by a biology or care teacher. The topic of nutrition is a standard component of both subjects. While subject of biology is more focused on technical knowledge (e.g. on nutrients), the subject of care focuses more on practical knowledge and skills (e.g. cooking skills). Krachtvoer is theorybased and primarily, though not exclusively, uses insights from Self-Management Theory [4] , the Theory of Planned Behaviour [5] , the Attitude-Social influence-Self-Efficacy Model [6] and action planning literature [7] . Some Behavioural change methods include persuasive communication, modelling, practising skills, setting specific goals and receiving feedback. The programme is supported by a combination of materials: a lunchbox with healthy food items, a workbook, a magazine, postcards, posters, a website including computer-tailored dietary advice, a recipe contest and a take home bag for parents with a newsletter, a memo pad and healthy food items.
A previous experimental study showed that Krachtvoer is effective in increasing fruit consumption and decreasing the intake of high-fat snacks [1] . In order to have public health impact, however, the programme needs to be adopted, implemented and continued on a large scale [8] [9] [10] . We therefore developed a diffusion strategy for the programme, based on insights from the framework developed by Paulussen et al. [11] which has been applied in a number of empirical studies in Dutch health care [12] as well as in the Dutch education sector [13] [14] [15] . Additionally, insights from the Diffusion of Innovation Theory [16] , the Theory of Planned Behaviour [5] and Social Cognitive Theory [17] were used for strategy development.
The diffusion strategy was developed for use by health promotion (HP) professionals of the Regional Public Health Services (RPHSs) in The Netherlands. RPHSs are local authorities responsible for HP in The Netherlands, including the support for school-based HP. This diffusion strategy consists of three sub-strategies, each targeting one of the three critical stages of teachers' innovation decision making: programme adoption, implementation and continuation [11, 16] . The present paper reports on the first part of the diffusion strategy: the adoption strategy.
Although the importance of diffusion research has been repeatedly underlined, we only found a limited number of papers describing and testing systematically designed strategies targeting the adoption stage of HP programmes in schools [15] , including procedures for measuring adoption [18] [19] [20] [21] [22] [23] [24] . Most of these studies only accounted for the number of adopting units (i.e. schools, people) after exposure to a strategy. In two studies, adoption failures were attributed to incomplete implementation of the adoption strategy [18] and to the lack of a person-to-person approach [19] , respectively. None of the studies provided insight into the actual implementation of the activities of the adoption strategy. Overall, these studies emphasize the need for systematically designed and theory-based materials constituting an adoption strategy, such as recruitment brochures or other promotion materials. So far, studies into processes of adoption indicate that such materials should incorporate information about the instrumentality of the programme, e.g. information on the relative advantage and compatibility [16] , and theory-based persuasive strategies such as testimonies from various teachers (symbolic models) [15, 18, [22] [23] [24] . Using only mailings and media attention, appears to be less effective in achieving programme adoption than a person-to-person approach by a change agent [18] [19] [20] [21] [22] 24] . The importance of support by key decision makers in the region has also been shown [15, 18, [22] [23] [24] [25] , as well as the importance of contacting both teachers and school managers [15, 18, 23] .
This paper presents the development and evaluation of the adoption strategy of the Krachtvoer programme. The research questions were:
1. To what extent did the HP professionals adhere to the adoption strategy? 2. Which barriers did they encounter when implementing the adoption strategy? 3. Which steps of the adoption strategy were considered to be most facilitating and which were neutral or counterproductive for the intended adoption process? 4. How well was the handbook describing the adoption strategy used and appreciated by the HP professionals? 5. What was the adoption rate of Krachtvoer among schools as a result of the applied adoption strategy? 6. What reasons were given by teachers for their decision to adopt or not to adopt the programme?
Methods

Adoption strategy
The development of the adoption strategy started by studying the literature on the process of adoption of school-based HP programmes and related determinants [14, 15, [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] . Two recently applied diffusion strategies, one for a Dutch sex education programme [15] and one for a Dutch anti-bullying programme [13] , provided a practical basis for further elaboration. In order to identify any salient barriers to adoption by schools in advance, a first draft of the strategy was presented to and discussed with 10 HP professionals and 11 teachers (as yet unpublished data). The draft strategy was perceived to be highly compatible with current practice and only minor changes were made. Based on the principles of the theoretical framework by Paulussen et al. [11] , the strategy assisted the HP professionals in dealing effectively with factors that were anticipated to be relevant to the intended adoption process in schools, i.e. characteristics of the innovation (e.g. appearance of the materials, topic, number of lessons), the user (e.g. outcome expectations for the programme, attitudes towards HP, teaching experience), the organization (e.g. school size, ongoing changes at the school), the socio-political context (e.g. policies, epidemic of overweight) and the diffusion strategy (e.g. steps of the strategy, materials and image of the RPHSs) [11] .
Derived from various theories [5, 11, 16, 17] , the adoption strategy materials used methods including principles of modelling (by means of testimonies from other teachers about their positive experiences with the programme), describing positive outcomes of using the prescribed classroom activities, convincing teachers of the compatibility both with national education targets and with the most commonly used textbooks for the relevant subjects of biology and care and providing information on the instrumentality of the programme activities for active student participation.
The steps of the adoption strategy to be taken by the HP professionals were described in a handbook and are here presented in the first column of Table I. The first steps are all preparatory steps, including receiving the programme and adoption strategy materials and preparing for recruitment (Step 1); attending the one day training course (Step 2); becoming familiar with the current regional situation (Step 3); writing a project plan for application of the diffusion strategy, including the adoption, implementation and continuation (Step 4); dividing up tasks and informing colleagues (Step 5); informing funding bodies and the public about the programme (Step 6) and deciding on recruitment options (Step 7). The subsequent steps involve the actual recruitment of schools, including sending personalized information to school teachers and school managers and contacting teachers by telephone (Step 8), a visit to teachers who expressed an interest in the programme (Step 9), followed by signing agreements about programme implementation (Step 10).
The handbook included background information and instruments (e.g. model recruitment letters, presentations and checklists). The adoption strategy had a strong emphasis on a person-to-person approach; it strengthens the relation between HP professionals and teachers, which could serve as a basis not only for adoption but also for later programme implementation and continuation [15, 24, 30, 34] .
Recruitment of RPHSs
The current adoption study was part of a larger research project also studying the evaluation of the stages of implementation and continuation as well as an evaluation of the effects of Krachtvoer on students' dietary behaviours by means of a randomized controlled trial (RCT). Initially, 10 of the 31 Dutch RPHSs were contacted for participation in the project. Five of the seven RPHSs that agreed to participate were selected, from different parts of the country. To assure diversity in RPHSs, the following criteria were set, including one RPHS supporting schools in an urbanized area, one RPHS serving a relative small working area and one RPHS serving a relative large working area. Two additional RPHSs either actively applied the integrated 'healthy school' approach or actively promoted the Healthy School Canteen project of The Netherlands An adoption strategy for a healthy diet programme An adoption strategy for a healthy diet programme High adherence: no changes were made to the elements of the step. Considerable adherence: changes made interfered with one of the key elements of the step. Intermediate adherence: changes made considerably interfered with several of the key elements of the step. b Step 3c:
Step 3c was not necessary, since in the adoption study, schools were only recruited by a person-to-person approach, to be able to calculate the adoption rate. Step 6:
Step 6 was not implemented in this adoption study, to prevent intervention contamination at the control schools. d Step 7a: No communication through regional networks or meetings was organized due to the study conditions imposed by the large RCT. Schools were contacted personally.
Nutrition Centre. Two of the RPHSs had allocated one HP professional to the Krachtvoer project, while the other three had each allocated two HP professionals.
Recruitment of schools
Between February and June 2008, each RPHS was asked to recruit five schools that offered lower vocational education to at least 50 first-or second-year students and that did not participate in another study of the RPHS. Recruitment took place in accordance with the steps of the adoption strategy. Steps 6 (informing funding bodies and the public) and 7 (deciding on recruitment options) of the adoption strategy were not applicable in this adoption study because of the accompanying RCT. A list of schools was available for each RPHS working area. The order in which schools were to be approached was determined at random by the research institute. This was done to prevent HP professionals from systematically selecting schools they had established working relations with or schools with the most severe nutrition and overweight problems. The proposed general meetings to inform schools (Step 7a) were therefore not organized.
Evaluation of the adoption strategy and the handbook by HP professionals
Planned time investment for the adoption phase was 98 hours per RPHS. HP professionals were asked to keep records of time spend on the adoption process. Immediately after completing the adoption phase, the eight HP professionals were interviewed face to face to determine the level of adherence to the 10 steps of the adoption strategy. Additional questions were asked about the barriers they had encountered in completing these steps and the specific tasks related to the adoption and RCT study and about the perceived influence of each step on the whole adoption process. The appreciation of the handbook was also discussed. The mean duration of the interviews was 67 min. The interviews were recorded, transcripts were made and texts were coded and analysed with the NVIVO 8.0 qualitative data documentation and analysis software package (http://www.qsrinternational.com). The codes and classifications were checked by a second researcher.
Assessment of the adoption rate
The percentage of adopting schools was calculated by dividing the number of schools adopting the Krachtvoer programme by the total number of schools approached. Adoption was defined as signing an agreement to work with the programme. Information on the number of students, on whether the school only offered vocational education or also other (higher) educational levels and on whether the subject of care was taught in the first 2 years was derived from other data sources, for all adopting and rejecting schools. Statistically significant differences between adopting and rejecting schools were analysed with the programme SPSS 15.0, using an independent t-test for school size, and chi-square tests for educational level and the subject of care being taught at school, respectively.
Reasons for adoption or rejection by teachers
As soon as the adoption decision had been made by a specific school, one of the teachers involved in the decision process was contacted for a telephone interview. Ten teachers representing adopting schools and 10 teachers representing rejecting schools were approached for an interview within 1-4 weeks after making their decision. The interview started with an open question about the reasons that had influenced their adoption decision, followed by in-depth questions about those reasons. Further questions were asked about the subject that the teacher taught, the number of teachers teaching this subject at the school and whether the topic of nutrition was a structural part of the school's curriculum. The mean duration of the interviews was 18 min. The interviews were recorded, transcripts were made and texts were coded and analysed with NVIVO 8.0 (http://www.qsrinternational.com). Reasons for programme adoption and rejection were clustered as suggested by the theoretical framework by Paulussen et al. [11] , which states that teachers'
innovation decision making is determined by the characteristics of the innovation, the intended user, the organization, the socio-political context and the characteristics of the applied diffusion strategy. The codes were checked by a second researcher. Disagreements were discussed, resulting in consensus on all codes.
Results
Level of adherence to the applied adoption strategy by HP professionals
The average time spent on the adoption process was 94 hours per RPHS, with an average time investment of 18 hours per school. Table I shows considerable to high adherence to the following steps of the strategy:
Step 1 (preparing recruitment), Step 2 (attending a 1-day training course), Step 5 (dividing up tasks and informing colleagues), Step 9 (visiting schools) and Step 10 (signing agreements). Steps 6 (informing the public and funding bodies) and 7 (deciding on recruitment options) were not applicable in this adoption study. Most deviations from the strategy occurred in Step 3 (familiarizing yourself with the current situation), Step 4 (writing a project plan) and Step 8 (contacting schools personally). The availability existence of other healthy diet programmes and existing contacts with schools (Step 3) were checked less thoroughly than was suggested in the strategy. Writing a project plan (Step 4) was postponed since it was considered less important because clear targets for the larger research project had been set and funding was available. Most deviations occurred in contacting and informing schools (Step 8), for example by not using the adoption brochure and sending non-personalized mailings to schools.
Barriers to adherence to the adoption strategy revealed by HP professionals Some HP professionals mentioned the use of the randomized list to recruit schools and the prerequisites of the RCT as barriers to adherence to the adoption strategy. Most other barriers were faced in Steps 3, 8 and 9. It was difficult to examine current programmes and contacts as suggested in
Step 3 since the available information was often not up to date. An important barrier in Step 8 was that there were few contacts with biology and care teachers. In one region, the RPHS did not previously offer any HP programme to secondary schools at all: 'One problem is that there are few relations between our RPHS and secondary schools. If schools knew the RPHS, it would be clearer what services we have to offer and we would be considered more as a partner organization'. In two regions, HP professionals were able to use existing contacts with schools, but these contacts were merely with the management of schools not with teachers. Although the youth care nurses from all RPHSs had contacts with teachers and school management, these contacts were often not with the care or biology teachers. The HP professionals did not want to bother their colleagues with questions on existing contacts with schools, so these were often not utilized. A major barrier to the person-to-person approach intended in Steps 8 and 9 was that it was perceived as too laborious and time consuming. Teachers could only be phoned in between lessons, when they were often not near a telephone: 'Teachers are difficult to reach since they are teaching all day. If you ask them to call back, they often don't. So you have to try over and over again'. Some HP professionals felt like sales representatives if they had to repeatedly try and reach busy teachers. It made them feel uncomfortable and they did not perceive this to be part of their task. HP professionals further indicated that teachers with whom they had already had contact before were often more active in returning calls. Since some RPHSs had relatively large service areas, travelling to the schools was sometimes time consuming.
Subjective evaluation of the relevance of the adoption strategy by the HP professionals
The HP professionals perceived Steps 1, 2, 5, 8 and 9 to be facilitating the adoption process in schools, i.e. reading the programme materials, attending the 1-day training course, dividing up tasks and informing colleagues, contacting schools and visiting the An adoption strategy for a healthy diet programme schools. The HP professionals had mixed opinions about Steps 3, 4 and 10 (becoming familiar with the programme, writing the project plan and signing formal agreements with the schools).
One HP professional explained why she had perceived the training course (Step 2) to be facilitating: 'The training course facilitated the whole process. It made me feel more confident since I had practiced the meeting and we discussed how problems could be tackled.' However, some more experienced HP professionals considered the training course to be useful for less experienced colleagues but not necessarily for themselves. Since the whole Krachtvoer training course covered three training days (preparing the adoption, implementation and continuation phases separately), it was considered to be too long by some HP professionals.
All HP professionals considered the proactive person-to-person approach of Steps 8 and 9 to be necessary to motivate teachers to work with the programme. One HP professional said: 'Personally I think it is nice to meet teachers in person. In fact, it is necessary for the project to succeed'. The HP professionals reported that teachers became more involved after having seen the materials and having discussed the programme. They also became more aware of the behavioural change goals (compared with the usual knowledge goals) and the prerequisites of the project, like attending a 2-hour introduction meeting on the Krachtvoer programme.
Some HP professionals motivated the importance of writing a project plan (Step 4) by arguing that it had made them more aware of the diffusion process. One HP professional mentioned that the plan was important in case another colleague should have to replace her during a longer period of absence. HP professionals from two other RPHSs considered it unnecessary to write a project plan because they participated in the larger research study, which meant that there was no need to secure extra financial resources. With regard to signing written agreements (Step 10), some HP professionals indicated that this made them feel uncomfortable, as it was not compatible with current working methods, which were usually informal. One HP professional commented: 'I'm afraid that teachers may feel pinned down. But I did not really hear that from the schools, so maybe it's just my own idea'. Others mentioned that discussing the possibilities and conditions set out in the written agreement had created clarity. Finally, all HP professionals said that the adoption study had influenced the whole adoption process. The recruitment of schools according to a randomized list had slowed down the adoption process. Other steps had been implemented differently due to conditions of the accompanying RCT, including the lack of publicity which was not always in line with standard RPHS policy. Then again, some schools could have adopted the programme because the materials were free of charge in the context of the research project.
Appreciation and use of the handbook by HP professionals
The handbook was well appreciated by all HP professionals. All of them had used the checklists, the examples of recruitment letters and other materials regularly.
Adoption rate of schools
Of the 47 schools which were contacted, 53.2% (25) had decided to adopt the programme; 10.6% (5) had not decided before the deadline and were therefore considered rejecters and 36.2% (17) had explicitly rejected the programme. No statistically significant differences were found between the 25 adopting and 22 rejecting schools in terms of school size, presence of higher levels of education at the school and whether care was taught as a subject.
Reasons for adoption or rejection according to teachers
A total of 10 teachers of adopting schools and nine teachers of rejecting schools participated in the telephone interviews. One other rejecting teacher sent an e-mail stating that he had rejected the programme and was therefore not willing to participate in the telephone interview either. Adopters spontaneously mentioned an average of 4.4 reasons for their adoption decision, while rejecters mentioned an average of 5.4 reasons for their decision (Table II) Teacher Teacher has unfavourable experience with programmes from external organizations (n = 1) Teacher perceives it his/her task to make students aware of healthy eating (n = 2)
Teacher does not perceive health education and behaviour change to be his task (n = 1) Teacher has favourable experiences working with the RPHS (n = 1)
Teacher has sufficient knowledge of the topic and therefore does not need a new programme (n = 1) Teacher has a personal interest in the topic of nutrition (n = 4) Krachtvoer Krachtvoer offers added value (in terms of behaviour change, practical lessons, students' ability to relate to the materials, completeness of the programme, no cooking facilities required) (n = 6) Krachtvoer Krachtvoer does not offer added value compared with the current school curriculum (no additional information compared with the current programme, less information than the current programme, teacher has to teach the lessons herself) (n = 4) Krachtvoer can be combined with current lessons (n = 4) Future costs of the programme (n = 1)/new materials each year (n = 1) The Krachtvoer materials are attractive to students (n = 4)
The programme is still experimental (n = 1) Teacher hopes or expects that Krachtvoer will be effective (n = 2) Too many lessons (n = 3)
An adoption strategy for a healthy diet programme Reasons given by adopters were predominantly programme related, teacher related and school related. Programme-related reasons included the perceived added value of the programme compared with the current programme, the possibility to combine the programme with the current biology or care lessons and the attractiveness of the materials: 'The materials look nice! This practical approach fits students perfectly'. Common teacher-related factors were previous favourable experiences with projects from external organizations and personal interest in nutrition. One teacher commented: 'Personally I think the topic of nutrition is very important. I'm well aware of my own intakes and think it's important to make students aware and enthusiastic about the topic as well'. The flexibility of the school curriculum and perceived support from colleagues to work with the Krachtvoer programme were often reported as school-related reasons. Reasons relating to the socio-political context, the adoption strategy and the individual HP professional were mentioned less often, although the proactive person-to-person approach of the HP professional was mentioned by three teachers as a one of the reasons for programme adoption.
Rejecters predominantly mentioned schoolrelated and programme-related reasons for their decision. The current use of another programme to teach about nutrition and the inflexible school curriculum, offering little room for external projects, were frequently mentioned by rejecting teachers. One teacher said: 'There are just two hours to teach care and biology each week. If we wanted to add an external project, it would mess up our whole school curriculum'! Frequently mentioned programme-related reasons were the perceived lack 
Discussion
This adoption study aimed to evaluate the level of adherence among the HP professionals to an adoption strategy for a healthy nutrition programme, to assess HP professionals' subjective evaluation of that strategy and the strategy's success rate and to explore teachers' reasons for their decision to adopt or reject the programme. Overall, the HP professionals' adherence to the intended adoption strategy was considerable. The steps that were less fully adhered to were not considered to be important for the adoption process by all professionals (Step 3, becoming familiar with the situation, and Step 4, writing a project plan) or were affected by major barriers (Step 8, contacting and informing schools). The personto-person approach of Steps 8 and 9 was, however, considered to be very important in the recruitment process by all HP professionals. The handbook that described the adoption strategy and the recruitment materials that were offered were well appreciated and were used regularly when applying the adoption strategy. The importance of the person-to-person approach has been reported in several other studies as well [20, 24, 28, 35] .
The adoption strategy resulted in an adoption rate of 53%. We consider this a very acceptable result, although we cannot refer to a control condition applying alternative approaches or to a norm derived from several comparable studies.
The complexity of the adoption decision process was revealed by the numerous and diverse reasons that teachers mentioned for their schools adoption decision. Adopters and rejecters differed especially in terms of school-related factors (e.g. the perceived flexibility of the school curriculum), innovationrelated factors (e.g. the perceived added value of Krachtvoer compared with the programme they were already using) and factors related to the socio-political context (e.g. resistance to the trend of making schools responsible for solving society's problems). Adopters we also more likely to mention teacher-related factors as reasons for adopting the programme. A possible explanation for the limited number of teacher-related reasons mentioned by rejecters might be social desirability. Overall, these findings reveal major differences between programme adopters and rejecters, covering the different various aspects of the framework and providing reasonable explanations for their adoption or rejection decisions.
The diversity of factors found to influence the adoption decision is in line with the theoretical model by Paulussen et al. [11] and the findings of other studies. Factors mentioned as influencing adoption decisions in other studies were innovation-related factors, such as programme complexity [32, 33, 36] , relative advantage [23, 32, 33] , compatibility with current strategies [31, 33] and perceived programme effectiveness [22, 33] . Since the Krachtvoer programme is relatively easy to implement [37] , programme complexity was not mentioned in our study. Teacher-related factors found to influence adoption decisions include self-efficacy, attitudes [23] and a sense of responsibility for prevention [31, 38] . Other factors found to influence programme adoption decisions include environmental factors, such as school-related factors (including the use of a different programme [34] [35] [36] , supportive school climates and An adoption strategy for a healthy diet programme shared decision making [30, 33, 38] , lack of time to fit the programme into the school curriculum [34, 35] and changes within the school [35] ) and sociopolitical factors (such as support from a change agent/organization [22, 23, 33] and resource allocation [22, 33] ). Although financial costs were no issue in our study since the programme was free of charge in the research project, all other teacher related, environmental and socio-political factors were mentioned in our study as well.
One limitation of the study part among the HP professionals (answering research questions 1-4) was the small study population (eight professionals from five RPHSs). However, given the diversity of RPHSs participating in this adoption study, we believe that the results can be generalized to other such services in The Netherlands, despite the fact that none of the participating RPHSs was active in the four largest cities in The Netherlands. Another limitation was that although the interviews were all held immediately after the adoption phase and allowed detailed discussion and in-depth questioning, recall problems and social desirability may have influenced the answers. A specific limitation relates to the classification of the level of adherence to the steps by the HP professionals. Although the classifications were defined beforehand, it was in some cases questionable if changes that were made to the implementation had interfered with the focus of a step. The most important limitations are related to the generalizability of the results. The requirements for participation in this particular study (e.g. recruitment of schools according to the randomized list and explaining demands of the RCT to schools) may have increased the complexity of the adoption process. Without the conditions imposed by the accompanying studies, HP professionals probably would have selected schools they had established working relations with. As a consequence, the person-to-person approach would probably have been even more facilitating and faced with fewer barriers since HP professionals indicated that the teachers they knew personally were more responsive to their requests. Furthermore, the time that HP professionals could spend on implementing the strategy may have been shorter than in a real-life situation, due to competing study-related tasks. On the other hand, participation in the trial may also have stimulated the investment of more time and effort in the implementation of the strategy since some HP professionals wanted the RCT to succeed. Finally, some adoption steps were not implemented or evaluated due to the RCT, specifically Step 6 (informing funding bodies and the public), and due to the assessment of the adoption rate, i.e.
Step 7a (informing schools through a network meeting). The use of networks is known to influence the diffusion process [16, 20] .
Some weaknesses of the study parts among schools (answering research Questions 5 and 6) should be considered as well. Since schools were recruited in a randomized order, it is unlikely that selection bias has affected the adoption rate, i.e. that the HP professionals only approached the schools easiest to get. However, the adoption rate in our study might not truly reflect real-life adoption rates because schools were not only recruited for the adoption of Krachtvoer but also for participation in a RCT. This implied the possibility of ending up in the waiting list control condition. Some teachers mentioned the fact that the programme was still in an experimental phase as a reason for their positive or negative adoption decision. Study-related issues were also reported as reasons for rejection in a study by St Pierre et al. [34] . Furthermore, the programme was delivered free of charge in the context of the RCT, while in real life, schools will have to pay for the programme. Finally, the study among teachers was also limited by a small sample and possible recall problems.
A number of constraints towards programme adoption have been identified in this study. Sociopolitical factors influencing the contribution of the HP professionals, such as limited HP capacity and related time constraints, cannot be overcome in the short term. In view of the current time investment per school, it is questionable if it is feasible to target a large number of schools in a real-life setting. This issue could be addressed by means of combined recruitment for more evidence-based interventions, as RPHSs have the task to promote several HP programmes in schools. This makes
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good registration systems of programmes for RPHSs even more necessary. We suggest that RPHSs should focus on a person-to-person strategy, maintaining relations with schools, preferably with fixed HP professionals for each school, not only during the adoption phase of programmes but also during later programme implementation and continuation, as is done in the integrated 'Schoolbeat' approach [39] .
Suggestions for improvement of the steps of the strategy include instructing HP professionals how to persuade teachers to involve the school management and incorporate the innovation in the school's health policy and presenting the written agreement in a favourable light to ensure continued cooperation between the RPHS and the school and to encourage programme continuation.
Programme-related constraints including issues of programme materials storage can be prevented by direct deliveries to schools by the coordinating organization. Other programme-related reasons that were mentioned for rejecting the programme related to issues that had been carefully considered during the programme development and the first RCT [40, 41] . Changes to the programme are not being considered at this stage, so as not to disturb the balance between optimal programme implementation and programme effectiveness [1, 37] .
It would also be useful to consider how to deal with the constraints relating to the socio-political context of schools. The Ministry of Education has set rather globally defined targets for secondary education. The subject care is no longer obligatory and therefore, a lot of schools combine it with biology, which reduces the number of teaching hours.
Also, there is no legal obligation for implementing schools HP programmes. Under these circumstances, HP professionals have to rely on a good strategy, including optimizing their persuasion skills, to motivate teachers to work with HP programmes, which are considered to be supplementary to the core curriculum. Similarly, we recommend that RPHSs focus especially on highquality implementation and continuation in the adopting schools and less on trying to convince schools in which where circumstances for HP programme adoption are far from optimal (e.g. low curriculum flexibility and high resistance towards external programmes).
This study is one of the few, targeting the systematic evaluation of an adoption strategy, and the only one to include a process evaluation of the strategy as well as its success rate and the reasons for adoption or rejection. In spite of limitations, we conclude that our findings show good appreciation, feasibility and an acceptable success rate of the adoption strategy applied. A possible explanation for the success is the planned and theory-driven approach used in developing the adoption strategy.
It is important to know how we can support the adoption of effective interventions in practice. This study showed that the person-to-person approach of the adoption strategy resulted in half of the schools adopting the Krachtvoer programme. Although there is some room for improvement of the adoption strategy and the Krachtvoer programme itself, especially socio-political changes in schools and RPHSs will further improve its adoption. Further progress towards the diffusion of HP interventions will require more high-quality studies in this area, especially in a non-experimental setting.
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